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Welcome to the Commonwealth Indemnity Plan
Community Choice

Overview

This handbook is a guide to benefits for you and your covered dependents under the
Commonwealth Indemnity Plan Community Choice (Community Choice Plan). These benefits are
provided through the Group Insurance Commission (GIC), the state agency responsible for the
design and payment of all benefits for state employees, retirees and their dependents. This Plan is
funded by the Commonwealth of Massachusetts and administered by UNICARE.

UNICARE provides administrative services for the Commonwealth Indemnity Plan Community
Choice such as claims processing, customer service, utilization management and medical case
management at its Commonwealth Service Center in Andover, Massachusetts. UNICARE is not the
insurer of the Community Choice Plan.

Throughout this handbook, the Commonwealth Indemnity Plan Community Choice is referred to
either by its full name, as the “Community Choice Plan” or as the “Plan.” The Group Insurance
Commission is referred to as the “GIC.”

To fully understand your benefits, please read this handbook carefully.

How This Handbook Is Organized
Descriptions of the benefits available to you and your covered dependents are provided in the
following three parts of this handbook:

Part 1: Medical Benefits
This part of the handbook describes the benefits available under the Community Choice Plan for
medical services, treatment and supplies. These benefits are administered by UNICARE. See page 2.

Part 2: Prescription Drug Plan
This part of the handbook describes the prescription drug plan, which is administered by Express
Scripts. See page 65.

Part 3: Mental Health, Substance Abuse and Enrollee Assistance Programs

This part of the handbook describes the Mental Health, Substance Abuse and Enrollee Assistance
Programs for the Community Choice Plan, which are insured by United Behavioral Health
(UBH). See page 71.

If you have questions about any of your benefits, please refer to the contact information on page 7.




About Your Medical Plan

Community Choice provides comprehensive coverage for many health services including hospital
stays, surgery, emergency care, preventive care, outpatient services and other medically necessary
treatment. As a Plan member, you may go to the physician and hospital of your choice. However,
you will pay lower deductibles and copays for hospital care when you receive care at a Community
Choice Hospital or at one of the hospitals designated for high-risk maternity care or certain
Complex Procedures.

Physician Services

Your Plan benefits for physician services are the same regardless of which physician you see. As a
Community Choice member, you are not required to choose a primary care physician, and you do
not need a referral to see a specialist. There is no physician network, so you don't need a physician
directory.

For help with your hospital and physician choices, contact a Member Care Specialist at the
Commonwealth Service Center at 1-800-442-9300. This individual will work closely with you to
help you manage your health care choices and direct you to appropriate health resources. Member
Care Specialists can also assist you in finding physicians who are affiliated with Community
Choice Hospitals where you will have lower deductibles and copays for inpatient and outpatient
care. See page 5 for more information about the various ways our Member Care Specialists can
assist you.

Hospital Services
With the Community Choice Plan, there are variable deductibles for inpatient and outpatient
hospital care. You have the lowest deductibles and copays when:

1. You use hospitals on the Community Choice Hospital listing (see Appendix E)

2. You get admitted to a hospital through the emergency room

3. You have one of the Complex Procedures listed in Appendix F performed at one of the
Designated Hospitals listed in Appendix F

4. You receive care at any acute rehabilitation facility, or

5. You receive transplant services at any of the Quality Centers and Designated Hospitals for
Selected Transplant Services. Call a Member Care Specialist for more information.

For all other inpatient and outpatient care, you pay higher deductibles and copays. For details, see
“Deductibles” in the Your Costs section, as well as the Benefit Highlights section.

Using Non-Massachusetts Providers

For information about receiving services from non-Massachusetts providers, please refer to
"Charges Over the Reasonable and Customary Allowed Amount" on page 11 as well as Appendix
B: "What You Should Know When You Use Non-Massachusetts Providers."




How to Receive the Highest Level of Benefits from Your Medical Plan
Please read the following information carefully to ensure that you receive the maximum level of
Plan benefits for medically necessary services.

*  You or your provider must notify the Commonwealth Service Center at 1-800-442-9300
for all hospital admissions and certain selected outpatient procedures and services. The
telephone symbol Z& you see throughout this handbook lets you know that, to obtain the
maximum level of benefits, you or your provider must call the Commonwealth Service
Center. Failure to do so will result in a reduction in benefits of up to $500. However, you do
not need to call the Plan if you are outside the continental United States (the contiguous 48
states).

Please refer to the Managed Care section of this handbook for specific notification
requirements and responsibilities.

* Use Community Choice Hospitals for hospital care. For a comparison of benefits when you use
Community Choice Hospitals versus non-Community Choice Hospitals, refer to the Benefit
Highlights section. Also see “About Your Medical Plan” on page 2 .

» Use the Plan’s Preferred Vendors for the following services to enhance your level of
benefits:

— outpatient laboratory services
— durable medical equipment

— medical/diabetic supplies

— home health care

— home infusion therapy

For a list of the Plan’s current Preferred Vendors, log onto the Plan’s web site at

www.unicare-cip.com, or call the Commonwealth Service Center at 1-800-442-9300.

* Carry your Community Choice Plan ID card with you at all times and always show it to
your provider when you go for care. This enables your provider to confirm your eligibility
for Plan benefits.

» Ifyou live outside Massachusetts — either permanently or on a temporary basis for more than
four consecutive weeks — and receive services from non-Massachusetts providers, see
“Charges Over the Reasonable and Customary Allowed Amount” on page 11 as well as
Appendix B: “What You Should Know When You Use Non-Massachusetts Providers” at the
back of this handbook.




Online Access to Medical and Plan Information on the Plan’s Web Site
For your convenience, you can access a broad range of Plan-related and general health care
information on the Plan’s web site at www.unicare-cip.com.

The computer symbol B that you see throughout this handbook indicates that information on

the highlighted topic is available on the Plan’s web site. For example, www.unicare-cip.com
can help you by giving you information about how to:

* access information for making health care decisions

* select a hospital where you can receive care at the lowest deductibles and copays

* obtain information about your claims

* check out the Plan’s discounts on products and services

 ¢-mail the Plan or order Plan materials

e view the Plan’s Member Handbook online




Important Plan Information

Overview

This section gives you important information about the Community Choice Plan, including:

» the Commonwealth Service Center and how its Member Care Specialists and Patient

Advocates can help you

* the process for ordering new identification cards

* the steps to take to access a language interpreter when speaking with a Member Care

Specialist at the Commonwealth Service Center

* contact information when you have questions about your medical plan; prescription drug
plan; or mental health, substance abuse and Employee Assistance Programs

* the Plan’s Member Confidentiality Statement

The Commonwealth

Service Center

The Commonwealth Service Center is where
UNICARE administers services; processes
claims; and provides customer service,
utilization management and medical case
management for the medical component of
the Community Choice Plan. Member Care
Specialists are available Monday through
Friday from 8:30 a.m. to 5:00 p.m. to answer
questions you and your family may have
about your medical coverage. You can also
access claims information 24 hours a day,
seven days a week from our automated
telephone line, or from the Plan’s web site
at www.unicare-cip.com.

When you call, you will speak with a
Member Care Specialist or Patient Advocate,
depending on the nature of your call.

Member Care Specialists: Here to Help You
Member Care Specialists are the Plan's
specially trained customer service representa-
tives who you can contact for assistance with
your health plan questions and concerns.
They do not act as a gatekeeper, but simply to
help you manage your health care choices
and direct you to appropriate health
resources.

Member Care Specialists can:

» Help you choose an appropriate hospital or
Preferred Vendor for the care you need so
you receive the highest level of coverage

+ Assist you in finding physicians who are
affiliated with Community Choice
Hospitals where you will have lower
deductibles and copays for inpatient and
outpatient care

* Put you in touch with the Plan's nurse
health educators

* Provide you with information about
supportive health care programs offered
by the Plan

* Answer questions about the Plan’s notifi-
cation requirements

* Provide answers to general benefit and
coverage questions

Connecting to Support — As indicated above,
Member Care Specialists can also help mem-
bers who would benefit from additional assis-
tance. Based upon your health care need, the
Member Care Specialist may direct you to:

* Health improvement programs where
registered nurses help you work with your
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doctor to actively manage chronic condi-
tions such as congestive heart failure, dia-
betes and asthma

* MedCall, a toll-free telephone line that
connects you to a registered nurse or
audiotape library that is available 24 hours
a day, seven days a week

» Utilization management, a review
process for surgeries and hospitalizations

* (Case management, where registered
nurses assist you and your family when
you are faced with a serious medical
problem.

Patient Advocates

Patient Advocates are registered nurses who
can help you coordinate your health care
needs with the benefits available under the
Plan. The Patient Advocate will:

* provide information about the Managed
Care Program, including Utilization
Management, Medical Case Management,
and Quality Centers for Transplant
Services and other services

 answer questions about the Plan’s coverage
for hospital stays and certain outpatient
benefits

* speak with you and your physician
about covered and non-covered
services to help you obtain care and
coverage in the most appropriate health
care setting and let you know what services
are covered, or

* assist you with optimizing benefits for
covered services after you are discharged
from the hospital

Your Identification Card

When you are enrolled in the Plan, you will
receive an identification (ID) card. Be sure to
present your ID card to your provider when
you seek medical care. Your card contains

useful information about your benefits and
important telephone numbers you and your
doctor may need.

If you lose your ID card or need
additional cards, you can order new
cards from the Plan’s web site at
www.unicare-cip.com. You can also call
the Commonwealth Service Center at
1-800-442-9300.

Interpreting and Translating

Services

If you need a language interpreter when you
contact the Commonwealth Service Center, a
Member Care Specialist will access a lan-
guage line and connect you with an inter-
preter who will translate your conversation
with the Member Care Specialist.

If you are deaf or hard of hearing and have a
TDD machine, you can contact the Plan by
calling its telecommunications device for the
deaf (TDD) line at 1-800-322-9161 or

1-978-474-5163.

Member Confidentiality

Statement

This statement describes how UNICARE
protects the confidentiality of Community
Choice Plan members’ personal financial and
health information. It also explains your
rights as well as UNICARE’s legal duties and
privacy practices. UNICARE’s policies comply
with the Health Insurance Portability and
Accountability Act (HIPAA) that was signed
into federal law in August 1996 to help
improve the efficiency of the health care
system in the United States.

The Plan’s Member Confidentiality Statement
is contained in Appendix A at the back of

this handbook. Please read this statement
carefully.
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Important Contact Information
If you have questions, please refer to the
contact information below:

For information about your medical benefits:

Commonwealth Indemnity Plan
Community Choice
P.O. Box 9016
Andover, MA 01810-0916
1-800-442-9300 (toll free)
TDD: 1-800-322-9161
www.unicare-cip.com

For information about your prescription drug
plan:

Express Scripts
1-877-828-9744 (toll free)
TDD: 1-800-842-5754
WWWw.express-scripts.com

For information about your mental health
and substance abuse benefits:

United Behavioral Health
1-888-610-9039 (toll free)
TDD: 1-800-842-9489
www.liveandworkwell.com
(access code: 10910)
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Your Costs

Overview

This section describes the costs that you may be responsible for paying in connection with services
covered by the Plan. These costs include deductibles, copayments and coinsurance. This section
also explains how the Plan reimburses health care providers.

Deductibles

A deductible is a fixed dollar amount you pay for certain services before the Plan begins paying
benefits for you or a covered dependent. There are two types of deductibles: those for inpatient
hospital care and those for outpatient hospital care. These deductibles vary depending on the
hospital you use and the circumstances under which you are admitted. The chart below shows
the deductible amounts you must satisfy based on where you receive hospital care.

Inpatient Hospital Deductibles

Inpatient

Where You Receive Hospital Care Hospital Deductible

You pay the lowest deductibles
and copays when:
1. You use hospitals on the Community Choice listing (see $200 per calendar quarter
Appendix E)

OR

when you use non-Community Choice Hospitals
in the following situations:

2. You have one of the Complex Procedures listed in
Appendix F performed at one of the Designated
Hospitals in Appendix F

3. You get admitted to any hospital through the
emergency room

4. You receive care at any acute rehabilitation facility, or

5. You receive transplant services at any of the Quality
Centers and Designated Hospitals for Selected
Transplant Services

You pay higher deductibles
and copays when:

You use any hospital other than $750 per admission
those specified above




Your Costs

1. When you use a Community Choice
Hospital or one of the hospitals under
the circumstances specified in items 2-5
in the chart on page 8, the inpatient
deductible is $200 and applies on a per-per-
son, per-calendar year quarter basis. When
you or a covered dependent is admitted to a
hospital, you are responsible for this
deductible. However, once a covered person
satisfies this deductible in any single calen-
dar year quarter, he or she will not have to
satisfy the deductible again during that
same calendar year quarter.

For example: 1f you are admitted to a hospi-
tal in January to any of the hospitals specified
in items 1-5 in the chart on page 8, and stay
overnight, you will be responsible for paying
the $200 deductible. If you were re-admitted
to one of these hospitals in March, you will
not have to pay another deductible, as March
is in the same calendar quarter as January.
However, if you were re-admitted to one of
these hospitals in May, you will incur another
$200 deductible.

2. When you use a hospital other than as
specified in items 1-5 in the chart on
page 8, the inpatient hospital deductible is
$750 and applies on a per-person, per
admission basis. When you or a covered
dependent is admitted to a hospital other
than those listed in items 1-5 in the chart

on page 8, you are responsible for this
deductible.

Outpatient Surgery Deductibles

The following chart compares the deductibles
you pay for outpatient hospital care, depend-
ing on where you receive care:

At a Community
Choice Hospital

At a Non-Community
Choice Hospital

$75 per quarter $250 per occurrence

1. When you use a Community Choice
Hospital — The outpatient surgery
deductible is a per-person, per-calendar
year quarter deductible when using a
Community Choice Hospital. When you
or a covered dependent has surgery at a
hospital you are responsible for paying
this deductible. However, once a covered
person satisfies the outpatient surgery
quarterly deductible in any calendar year
quarter, he or she will not have to satisfy
this deductible again during that same
calendar year quarter.

For example: 1f you have outpatient surgery
in January at a Community Choice Hospital,
you will be responsible for paying the $75
deductible on the hospital charges. If you have
another surgery in March, you will not have to
pay another deductible, as March is in the
same calendar year quarter as January.
However, if you have surgery at a hospital in
May, you will incur another $75 deductible.

2. When you use a non-Community
Choice Hospital — The outpatient
surgery deductible is a per-person, per
occurrence deductible. When you or a
covered dependent has surgery at one of
these hospitals, you are responsible for
paying this deductible.

Coinsurance

Coinsurance is the percentage of the allowed
amount that you must pay for covered ser-
vices after the deductible is satisfied. For
example, if the Plan pays 80% of the allowed
amount for certain services, you are responsi-
ble for paying the remaining 20%. In addi-
tion, you may be responsible for the differ-
ence between the allowed amount and the
providers’s charge for services received from
providers outside of Massachusetts. To see
which benefits coinsurance applies to, refer to
the Benefit Highlights Section.
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Copayments

A copayment (“copay”) is a fixed dollar
amount you pay to a provider at the time of
service. Copay amounts vary depending on
the type of service you receive and whether
you receive care at a Community Choice
Hospital or a non-Community Choice hospi-
tal. (See Benefit Highlights section for
copays for each type of service.) Copayments
do not count toward satisfying deductibles,
coinsurance amounts or out-of-pocket maxi-
mums.

For example: 1f you are a member of the
Plan and you or a covered dependent go to a
physician’s or chiropractor’s office, you or
your dependent will pay a $10 copay at the
time of the visit. Although you usually pay
the copay at the time of the visit, you can
also wait until the provider bills you.

Out-of-Pocket Maximum

To protect you from large medical expenses,
the Plan limits the amount of coinsurance you
pay out-of-pocket each year for some covered
services. This out-of-pocket maximum
applies to each covered person, as follows:

Community Choice
Hospital

Non-Community
Choice Hospital

$750 $5,000

Once you reach the out-of-pocket limit, the
Plan pays 100% of the allowed amount for
the designated covered services for the rest of
the calendar year.

The following out-of-pocket expenses do not
apply toward your out-of-pocket maximum:

* Deductibles (except for the hospital
deductible for hospitals not included in
items 1-5 in the chart on page 8)

* Copayments

* Certain coinsurance amounts (to find out
which coinsurance amounts do not apply
toward the out-of-pocket maximum, see
the Benefit Highlights section)

* Amounts in excess of the Plan's allowed
amounts

* Amounts for non-covered services

Reasonable and Customary
Charge

Charges for covered services are reasonable
and customary to the extent they do not
exceed the general level of charges for like or
similar treatment, services or supplies by
other providers in the area where the charges
are incurred. Charges in excess of the
Reasonable and Customary Charge are

not considered for payment under the Plan.

Reasonable and Customary

Allowed Amount

The Reasonable and Customary Allowed
Amount (also referred to as the allowed
amount) is the amount UNICARE determines to
be within the range of payments most often
made to similar providers for the same service
or supply. This payment amount may not be
the same as the provider’s actual charge.

Under Massachusetts General Law, Chapter
32A: Section 20, providers who render
services in Massachusetts are prohibited from
billing you for amounts in excess of Plan
determined or allowed amounts.

The Plan has established Reasonable and
Customary Allowed Amounts for most ser-
vices from providers. These allowed amounts
are expressed as maximum fees in fee sched-
ules, maximum daily rates, flat amounts or
discounts from charges. This payment
amount may not be the same as the provider’s
actual charge.

10
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Provider Reimbursement

The Community Choice Plan

reimburses providers on a fee-for-service
basis. The Plan does not withhold portions of
benefit payments from providers, nor offer
incentive payments to providers related to
controlling the utilization of services.
Explanations of provider payments are
detailed in your Explanations of Benefits
(EOBs). Under the Plan, providers are not
prohibited from discussing the nature of their
compensation with you.

Charges Over the Reasonable

and Customary Allowed Amount
In some cases, your provider may bill you for
charges over the allowed amount. The Plan
will not consider these charges for payment.

* Massachusetts Providers: Under
Massachusetts General Law, Chapter
32A: Section 20, providers who render
services in Massachusetts are prohibited
from billing you for the amount in
excess of Plan determined or allowed
amounts. If you receive a bill for
charges above the allowed amount from
a Massachusetts provider, contact a
Member Care Specialist to help you
resolve this issue.

Non-Massachusetts Providers: These
providers may balance bill you for the
difference between the payments made
by the Plan, based on the Plan’s
allowed amount, and the full amount
the provider charged. The charges in
excess of the Plan’s allowed amounts
will not be considered for payment by
the Plan.

Preferred Vendors: Preferred
vendors, whether located within or
outside of Massachusetts, are contracted
to accept the Plan’s allowed amount.
Therefore, they cannot balance bill you
for any charges exceeding the allowed
amount determined by the Plan. If you
receive a bill for charges above the
allowed amount from a Preferred
Vendor, contact a Member Care
Specialist to help you resolve this issue.

11
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Your Claims

How to Submit a Claim

To receive benefits from the Plan, a claim
must be filed for each service. Most
hospitals, physicians or other health care
providers will submit claims for you. If your
provider files claims on your behalf, the
provider will be paid directly. If you submit
your own claim, you must include written
proof of the claim that includes:

* diagnosis

* date of service

» amount of charge

* name, address and type of provider

* name of enrollee

* enrollee’s ID number

* name of patient

* description of each service or purchase

* information on any other group health
insurance plan(s) under which you may be
covered

« accident information, if applicable

* proof of payment, if applicable

If the proof of payment you receive from a
provider contains information in a foreign
language, please provide the Plan with a
translation of this information, if possible.

The Community Choice Plan claim form may
be used to submit written proof of a claim.
For your convenience, a claim form can be
found at the back of this book. You can
also download or request this form from
WWWw.unicare-cip.com.

Original bills or paid receipts from providers
will also be accepted as long as the informa-
tion described above is included.

Filing Deadline

Written proof of a claim must be submitted to
the Plan within two years from the date of
service. Claims submitted after two years will
be accepted for review if it is shown that the

person submitting the claim was mentally or
physically incapable of providing written
proof of the claim in the required time frame.

Checking Your Claims for Billing
Accuracy

Bill Checker Program

The goal of the Bill Checker Program is to
detect overpayments that are the result of
billing errors that only you, as the patient,
may recognize. Just as you might do with
your utility bills, the Plan encourages you to
review all of your bills for accuracy. In those
instances where you do detect a billing error
and you are able to obtain a corrected bill
from your provider, you will share in any
actual savings realized by the Plan.

What You Need to Do

You must request that the provider send you
an itemized bill for the services you received.
As soon as possible, review this bill for any
charges that indicate treatment, services or
supplies that you did not receive. Check
items such as:

* Did you receive the therapy described on
the bill?

* Did you receive x-rays as indicated on your
bill?

* Are there duplicate charges on the same
bill?

» Have you been charged for more services
than you received?

* Did you receive the laboratory services
described on the bill?

* Does the room charge reflect the correct
number of days?

» Were you charged for the correct type of
room?

12
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When Errors Are Detected

If you find an error, contact the provider or the
provider’s billing office and report the exact
charges you are questioning. Request an
explanation of any discrepancies and ask for a
revised itemized bill showing any adjustments.

How to Receive Your Share of the Savings
To receive your share of the savings, you must
send copies of both the original and revised
bill(s) to the Plan along with the completed Bill
Checker form. For your convenience, a Bill
Checker form can be found in Appendix C at
the back of this handbook.

You can also request this form

from www.unicare-cip.com. Be sure to
include the enrollee’s name and identification
number on the Bill Checker form. The Plan
will review the two bills and, if a billing error
is confirmed, you will receive 25% of any sav-
ings that the Plan realizes. All reimbursements
are subject to applicable state and federal
income taxes.

Provider Bills Eligible Under the Program
All bills for which the Plan provides the pri-
mary benefits are eligible under the Bill
Checker Program. Bill Checker is not applica-
ble to enrollees who have Medicare as their
primary coverage. This program may not
apply to certain inpatient bills paid under the
Diagnosis Related Group (DRG) methodology.

Claims Review Process

The Plan routinely reviews submitted claims
to evaluate the accuracy of billing informa-
tion about services performed. The Plan may
request written documentation such as opera-
tive notes, procedure notes, office notes,
pathology reports and x-ray reports from your
provider.

In cases of suspected claim abuse or fraud,
the Plan may require that the person whose
disease, injury or pregnancy is the basis of
the claim be examined by a physician chosen
by the Plan. This examination must be
approved by the Executive Director of the
GIC and will be performed at no expense to
the enrollee and/or covered dependent.

Restrictions on Legal Action

No legal action or suit to recover benefits for
charges incurred while covered under the
Plan may be started before 60 days after writ-
ten proof of a claim has been furnished.
Further, no such action or suit may be
brought more than three years after the time
such proof has been furnished. If either time
limit is less than permitted by state law where
you reside when the alleged loss occurred,
the limit is extended to be consistent with
that state law.

Right of Reimbursement

The Plan will have a lien on any recovery
made by you or your dependent for an injury
or disease to the extent you or your dependent
has received benefits for such injury or
disease from the Plan. That lien applies to any
recovery made by you or your dependent
from any person or organization that was
responsible for causing such injury or disease,
or from their insurers. Neither you nor your
dependent will be required to reimburse the
Plan for more than the amount you or your
dependent recover for such injury or disease.

You or your dependent must execute and
deliver such documents as may be required,
and do whatever is necessary to help the Plan
in its attempts to recover benefits it paid on
behalf of you or your dependent.
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Claims Inquiry

If you have questions about your claims, you
can contact the Commonwealth Service
Center in one of the following ways to
request a review of your claim:

+ Call the Plan at 1-800-442-9300.

. E-mail the Plan at
www.unicare-cip.com by
clicking on “Contact Us.”

» Write to the Commonwealth Indemnity
Plan Community Choice, Claims
Department, P.O. Box 9016,

Andover, MA 01810-0916.

If you have additional information, please
include it with your letter. You will be
notified of the result of the investigation and
of the final determination.

24-Hour Access to Claims Information
You can also check the status of your claims
24 hours a day, seven days a week in the
following two ways:

1. Call us at 1-800-442-9300 and select
the option to access our automated
information line.

2. .k Log onto www.unicare-cip.com.

A personal identification number
protects the privacy of your information.

Coordination of Benefits (COB)

You and your dependents may be entitled to
receive benefits from more than one plan. For
instance, you may be covered as a dependent
under your spouse’s plan in addition to cover-
age under your own plan, or your child may
be covered under both plans. When you or
your dependents are covered by two or more
plans, one plan is identified as the primary
plan for coordination of benefits (COB) and
determining the order of payment. Any other
plan is then the secondary plan.

If the Plan is the primary plan, benefit
payments will be made in accordance with
the benefits payable under the Plan without
taking the other plan’s benefits into consider-
ation. A secondary plan may reduce its
benefits if payments were paid by the
Community Choice Plan. If another plan is
primary, benefit payments under the
Community Choice Plan are determined in
the following manner:

(a) The Community Choice Plan
determines its covered expenses — in
other words, what the Plan would
pay in the absence of other insur-
ance; then

(b) The Community Choice Plan
subtracts the primary plan’s benefits
from the covered expenses deter-
mined in (a) above; and then

(c) The Community Choice Plan pays
the difference, if any, between (a)
and (b).

The term “primary plan’s benefit”” includes
the benefit that would have been paid had the
claim been filed with the other plan. For
those plans that provide benefits in the form
of services, the reasonable cash value of each
service is considered as the charge and as the
benefit payment. All COB is determined on a
calendar year basis for that part of the year
the person had coverage under the Plan.

For the purposes of COB, the term “plan” is
defined as any plan, including HMOs, that
provides medical or dental care coverage
including, but not limited to, the following:

* group or blanket coverage

 group practice or other group prepayment
coverage, including hospital or medical
services coverage

* labor-management trusteed plans

* union welfare plans

14
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« employer organization plans
» employee benefit organization plans

 coverage required or provided by law
or government programs, except
Medicaid. But, such coverage will not
be deemed a plan if expenses for
which benefits are payable under such
coverage are excluded from benefits
under Community Choice Plan
coverage.

* automobile no-fault coverage

The term “plan” does not include school-
accident type plans, or coverage that you
purchased on a non-group basis.

Determining Order of Coverage
Following are the rules by which the
Community Choice Plan and most other
plans determine order of payment — that is,
which plan is the primary plan and which
plan is the secondary plan:

(a) The plan without a COB provision is
primary.

(b) The plan that covers the person as an
employee, member, or retiree (that
is, other than a dependent) deter-
mines benefits before the plan that
covers the person as a dependent.

(c) The order of coverage for a dependent
child who is covered under both
parents’ plans is determined as follows:

1. The primary plan is the plan of
the parent whose annual birthday
falls first in the calendar year; or

2. If both parents have the same
birthday, the primary plan is the
plan that has covered a parent for
the longest period of time.

This is called the “birthday rule”” However,
if the other plan has a rule based on the
gender of the parent, and, if the plans do not
agree on the order of coverage, the rules of
the other plan will determine the order.

(d) The order of coverage for dependent
children who are covered under
more than one plan, and whose
parents are divorced or separated, is
determined in the following order:

1. first, the plan of the parent who is
decreed by the court as
financially responsible for the
health care expenses of the child

2. second, if there is no court
decree, the plan of the parent
with custody of the child

3. third, if the parent with custody
of the child is remarried, the plan
of the step-parent

4. finally, the plan of the parent who
does not have custody of the child

(e) The plan that covers a person as
an active employee (that is, someone
who is not laid off or retired)
determines benefits for that person
and his or her dependents before the
plan that covers that same person as
a retiree.

This is called the “active before retiree rule.”
However, if the other plan’s rule is based on
length of coverage, and, if the plans do not
agree on the order of coverage, the rules of
the other plan will determine the order.

If none of the above rules can be applied
when trying to determine the order of cover-
age, the plan that has covered the person
longer determines benefits before the plan
that has covered that same person for the
shorter period of time.
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Right To Receive and Release Information
In order to fulfill the terms of this COB
provision or any other provision of similar

purpose:

* a claimant must provide the Plan with all
necessary information

* the Plan may obtain from or release
information to any other person or entity

Facility of Payment

A payment made under another plan may
include an amount that should have been
paid under the Community Choice Plan. If it
does, the Community Choice Plan may pay
that amount to the organization that made the
payment. That amount will be treated as if it
were a benefit payable under the Plan. The
Community Choice Plan will not have to pay
that amount again. The term “payment made”
includes providing benefits in the form of ser-
vices, in which case “payment made” means the
reasonable cash value of the benefits provided
in the form of services.

Right of Recovery

If the amount of payments made by the
Community Choice Plan is more than it
should have been under the COB provision,
the Plan may recover the excess from one or
more of the following:

* the persons it has paid or for whom it has
paid

* insurance companies, or
* other organizations

The “amount of payments made” includes
the reasonable cash value of any benefits
provided in the form of services.

Provision for Persons Enrolled
in Medicare Parts A and/or B

Special Provisions Applicable to Senior
Employees and Senior Dependents Eligible
for Medicare

A senior employee is an active employee age
65 or over who is eligible for medical
coverage under the Community Choice Plan.
A senior dependent is the spouse, age 65 or
older, of an active employee who qualifies as
a dependent of the employee.

Senior employees and senior dependents may
continue medical coverage under the
Community Choice Plan regardless of their
eligibility for, or participation in, Medicare.

You may elect to terminate your medical
coverage under the Community Choice Plan
by notifying the GIC in writing that you do
not want to continue this medical coverage.

Medical Coverage Primary to Medicare
Coverage for the Disabled

A disabled employee is an employee
covered under the Community Choice Plan
who is under age 65 and who is entitled to
Medicare disability for reasons other than
End Stage Renal Disease. A disabled depen-
dent is a dependent who is under age 65 and
who is entitled to Medicare disability benefits
for reasons other than End Stage Renal
Disease.

Disabled employees and disabled dependents
may continue their medical coverage under the
Community Choice Plan, regardless of their
eligibility or participation in Medicare.
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Health Coverage Primary to Medicare
Coverage for Covered Persons Who Have
End Stage Renal Disease

For all covered persons with end stage renal
disease (ESRD), coverage under the Plan will
be primary to Medicare during the Medicare
ESRD waiting period and the Medicare
ESRD coordination period.

“End Stage Renal Disease’” means that stage
of kidney impairment that appears irreversible
and permanent and requires a regular course of
dialysis or kidney transplant to maintain life.

“Medicare ESRD Waiting Period” is
generally the first three months after starting
dialysis. You are not entitled to Medicare
until after the three-month waiting period.
This waiting period can be waived or shortened
if a member participates in a self-dialysis
training program or is scheduled for an early
kidney transplant, respectively.

“Medicare ESRD Coordination Period” is
30 months long and occurs after the ESRD
waiting period. The ESRD coordination
period begins on the date that Medicare
became effective or would have become
effective on the basis of ESRD.

During that 30-month period, the Community
Choice Plan, for the purpose of the COB pro-
vision, is the primary payer and Medicare is
the secondary payer. After the 30 months,
Medicare becomes the primary payer while
the Plan becomes the secondary payer.

Appeal Rights

You have the right to appeal a benefit
determination made by the Community Choice
Plan within 60 days of the notification of the
determination. Your appeal should state why
you believe the final determination was in con-
flict with the Plan provisions. You should also
include all supporting documentation (at your
own expense) that you or your health care

provider believes supports your position.

The Plan will conduct a review of the
submitted documentation, and a decision
will be made within 30 days after receipt of
your written request. The results of the
appeal review will be sent to you in writing.
The letter will contain the specific reasons
for the Plan’s decision and, if applicable,
instructions as to any additional appeal pro-
cedures that may be available.

Appeals relating to the Managed Care
Review Program (inpatient hospital
admissions; certain outpatient diagnostic and
surgical procedures; durable medical
equipment; home health care; physical and
occupational therapy; and chiropractic and
osteopathic manipulation) should be directed
to:
Commonwealth Indemnity Plan
Community Choice
Appeals Review
P.O. Box 2011
Andover, MA 01810-0035

All other appeals should be directed to:

Commonwealth Indemnity Plan
Community Choice
Appeals Review
P.O. Box 2075
Andover, MA 01810-0037

Request and Release of Medical

Information

The Plan’s policies for releasing and request-
ing medical information comply with the
Health Insurance Portability and
Accountability Act (HIPAA). For more
details, refer to the Member Confidentiality
Statement located in Appendix A at the back
of this handbook.
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Managed Care Program

Overview
The Managed Care Program under the Community Choice Plan includes the following three
components:

1. Utilization Management
2. Medical Case Management

3. Quality Centers for Transplant Services and Specialized Procedures

The Managed Care Program determines the medical necessity and appropriateness of certain
health care services by reviewing clinical information. This process, called Utilization
Management, a standard component of most health care plans, ensures that benefits are paid
appropriately for services that meet the Plan’s definition of medical necessity. Managed Care
Program staff will inform you in advance regarding what services will be covered. This program
helps control costs while preserving the ability of the Group Insurance Commission to offer the
benefits of an indemnity plan to enrollees.

Managed Care Program staff includes Patient Advocates who are registered nurses and other
nurse reviewers working with physician advisors. To determine medical necessity, nurses speak
with your physicians, hospital staff, and/or other health care providers to evaluate your clinical
situation and the circumstances of your health care. A physician advisor on behalf of the
Managed Care Program may speak with your physician to discuss the proposed treatment and/or
the setting in which it will be provided.

The review process is initiated when you or someone on your behalf notifies a Member Care
Specialist that:

* you or your dependent will be or has been admitted to the hospital, or

+ a provider has recommended one of the procedures or services noted on the Notification
Requirements charts on pages 19-21.

You will also find the Plan’s Notification Requirements on the Plan’s web site at

www.unicare-cip.com.

Important: If your provider or you fail to notify the Commonwealth Service Center within
the required time frame as specified in the Notification Requirements chart starting on page
19, your benefits may be reduced by as much as $500. The purpose of notifying the Plan is
to give the Plan sufficient time to determine if the proposed service will be covered. This
process minimizes your risk of incurring charges.
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Managed Care Program

® Managed Care Notification Requirements*

Treatment / Service

Notification Requirement

An Overnight Hospital Stay:
Non-emergency Admission

Emergency Admission

Maternity Admission

Organ Transplants:
Liver, Lung, Kidney, Heart, Bone Marrow,
Kidney / Pancreas, All Other

Durable Medical Equipment:

(if the purchase price exceeds $500 or the
expected rental charges will exceed $500
over the period of use)

Home Health Care Provided By:
* Home Health Agencies

* Visiting Nurse Associations
* Home Infusion Therapy Companies
* Private Duty Nurses

Manipulative Therapy Provided By:
 Chiropractors

* Medical and Osteopathic Physicians

Physical Therapy

Occupational Therapy

At least 7 calendar days before the admission
Within 24 hours (next business day)

As soon as you know your expected due date
or at least 7 days in advance of your admission
(you must also call again within one business
day of being admitted to the hospital)

alen pabeuep

At least 21 calendar days before transplant-
related services begin

At least one business day before ordering the
equipment from the provider

At least one business day before the services
begin

At least one business day before your first
appointment date

At least one business day before your first
appointment date

At least one business day before your first
appointment date

2 To obtain the maximum level of benefits, you or your provider must notify a Member Care Specialist

at 1-800-442-9300.
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Managed Care Program

® Managed Care Notification Requirements* (cont’d)

Treatment / Service Notification Requirement
Selected Procedure Review: At least seven (7) calendar days before the
(Some of these procedures may be procedure date for non-emergency procedures. If
performed in a doctor s office.) you are not sure whether or not your procedure is

subject to these notification requirements, please
call a Member Care Specialist at 1-800-442-9300.

o SR

= Procedure Definition

(_.; Cholecystectomy Removal of the gallbladder by any method

o

% Colonoscopy Examination through a flexible telescopic tube

% (colonoscope) of the entire lower intestines (the large
= intestines or bowel)

CT Scans — Computerized

Axial Tomography:
* Abdomen and/or Pelvis Special computerized x-ray of the abdomen or pelvis
* Cervical Spine Special computerized x-ray of the neck
* Thoracic Spine Special computerized x-ray of the middle back
* Lumbosacral Spine Special computerized x-ray of the lower back
* Thoracic Cavity Special computerized x-ray of the chest
Dilation and Curettage (D&C) Stretching the cervix and removing or destroying the
endometrial lining
Diskectomy of Any surgical procedure by any method to relieve
the Lumbosacral Spine pressure on the spinal cord or nerve roots in the
lower back
Hysterectomy Removal of the uterus (through the abdomen
or vagina) by any method
Hysteroscopy and/or Examination through a telescopic tube
Hysteroscopic Endometrial (hysteroscope) of the inside of the uterus for
Ablation diagnosis and/or treatment such as removal or

destruction of the endometrial lining or
lesions such as fibroids or polyps

Z To obtain the maximum level of benefits, you or your provider must notify a Member Care Specialist
at 1-800-442-9300.

* Claims submission does not constitute notification.



Managed Care Program

® Managed Care Notification Requirements* (cont’d)

Procedure

Definition

Laminectomy/Laminotomy
of the Lumbosacral Spine

MRI — Magnetic Resonance
Imaging:
* Abdomen and/or Pelvis
* Cervical Spine
* Thoracic Spine
* Lumbosacral Spine
* Thoracic Cavity

Pelvic Laparoscopy

Sinus Surgery

Spinal Fusion of the
Lumbosacral Spine

Spinal Instrumentation
of the Lumbosacral
Spine

UGI Endoscopy

Any surgical procedure by any method to relieve pressure
on the spinal cord or nerve roots in the lumbosacral spine
(lower back)

Imaging study of the abdomen or pelvis

Imaging study of the neck

alen pabeuep

Imaging study of the middle back

Imaging study of the lower back
Imaging study of the chest

Examination through a telescopic tube (laparoscope) of the
inside of the pelvis (the lower abdominal area) for
diagnosis and/or treatment, aspiration, removal or
destruction of abnormalities of the ovaries, fallopian tubes,
uterus, female pelvic organs or surrounding structures

Any procedure by any method that opens, removes or
treats the nasal sinuses

Any surgical procedure by any method to relieve pressure
on the spinal cord or nerve roots in the lumbosacral spine
(lower back)

Any surgical procedure by any method to relieve pressure
on the spinal cord or nerve roots in the lumbosacral spine
(lower back)

Examination through a flexible telescopic tube
(endoscope) of the upper gastrointestinal (UGI) area (that
is, the esophagus, stomach, and duodenum) for diagnosis
and/or treatment

% To obtain the maximum level of benefits, you or your provider must notify a Member Care Specialist

at 1-800-442-9300.

21
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Managed Care Program

Utilization Management Program

Inpatient Hospitalizations

Initial Review: The Plan must review and
determine the medical necessity of all inpa-
tient hospital admissions. You or someone on
your behalf must initiate this process by call-
ing a Member Care Specialist at least seven
(7) days in